Renal cell carcinoma (RCC) represents 1-3% of all malignant visceral tumors. The extension of tumor thrombus into the inferior vena cava occurs in 5-10% of patients with RCC. Further extension into the right atrium is found only in 1% of all patients. Diagnosis of renal tumor and his intravascular invasion is done by computed tomography (CT) or magnetic resonance imaging (MRI). 
Renal cell carcinoma (RCC) represents 1-3% of all malignant visceral tumors. The extension of tumor thrombus into the inferior vena cava occurs in 5-10% of patients with RCC. Further extension into the right atrium is found only in 1% of all patients. Diagnosis of renal tumor and his intravascular invasion is done by computed tomography (CT) or magnetic resonance imaging (MRI). Precise information about tumor invasion into the right atrium and its localization is obtained by transthoracic echocardiography (TTE). Radical nephrectomy with tumorthrombus extraction with use of cardiopulmonary bypass in deep hypothermia and circulatory arrest seems to be optimal procedure in view of radicality and safety.
A right kidney tumor with intravascular invasion of tumor thrombus was diagnosed on CT in a 54-year-old man (Figure 1) . TTE confi rmed extension of the tumor thrombus into the right atrium (Figures 2 and 3) . Pulmonary, brain and bone metastases were excluded by CT and bone scintigraphy. Preoperative coronary angiography revealed signifi cant stenosis of the left anterior descending (LAD) and the right coronary artery (RCA). Radical right-sided nephrectomy was performed and tumor thrombectomy from inferior vena cava and right atrium was carried out using cardiopulmonary bypass with hypothermic circulatory arrest (Figures 4 and 5) . Peripheral anastomoses of aortocoronary bypasses to LAD and RCA were performed during cooling and central anastomoses to ascending aorta during rewarming of the patient. Postoperative course was uneventful and patient is asymptomatic one year aft er operation. 
